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December 2, 2013,

During Ine Annual Stale Licensure Survay and
| Gomplaint Invesligation #TN32931 conducted on

at Fart Sanders Transilional Care Unlt, no
defictencies were ciled in relation to 1200-8-6,
Standards for Mursing Homes.

lhrough December 4, 2013,
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